INTRODUCTION
Inflammatory bowel disease (IBD) is a group of disorder that is characterized by the chronic inflammation in gastrointestinal tract of the genetically susceptible hosts who exposed to environmental risk factors [1] [2] [3] . Although, ethiological relation of IBD have been studied extensively with demographics, socioeconomic and geographic features, the pathogenesis of the disease remains unclear [3] [4] [5] [6] . There is considerable geographic differences in the epidemiology of IBD all around the world. IBD is seen more frequently among Western community with high socioeconomic levels and better sanitary conditions [7, 8] . The highest incidence is observed in Western Europe and North America [9, 10] . Mean rates of incidence and prevalence in Western Europe and North America is 6/10 5 and 150/10 5 for Crohn's disease (CD) and 20/10 5 and 200/10 5 for ulcerative colitis (UC) respectively https://doi.org/10.3904/kjim.2015.310
The Korean Journal of Internal Medicine Vol. 34, No. 3, May 2019 [11] [12] [13] [14] . Whereas the developing countries demonstrated a recent increase in incidence and prevalence of IBD, it is stabilized in Western community. This contributes the closing gap between incindences of Western and Eastern population [5, 6, 12, 15] . This increment in developing countries displays an association with industrialization and westernization of life style [7, 8] . On the other hand, it can be said that ethnicity is effective on the incidence of UC and CD [16] . Though the higher incidence of IBD among Ashkenazic Jewish and Caucasians and the lower incidence in Far East and South Africa region suggest the genetic susceptibility, the increasing incidence in children of Asians who immigrated to developed countries shows the impact of environmental factors [5, 9, [17] [18] [19] [20] . Turkey is a developing country according to Western countries which has a transition position between East and West in respect of socioeconomic level, sanitation, and industrialization. As the incidence of disease is not high as in the Western communities and, it is not low as in the Eastern communities, our country is a crossover between East and West in terms of IBD. There is several studies performed for the epidemiology of IBD in the last decade in Turkey [21] [22] [23] [24] . Of these, the largest one was conducted by IBD Association between 2004-2006 all across the country over the web and comprised 2,398 patients [24] . Because of the heterogenity of ethnicity in Turkey, there are differences in incidence rates across regions. There is no epidemiologic data for IBD over 8 years period in Western Blacksea region which is a region that ethnically more homogenous. In our study, it is aimed to investigate the change in prevalence and incidence of UC and CD between 2004 and 2013.
METHODS

Ethical statement
The study was approved by Abant İzzet Baysal University Non-Interventional Clinical Studies Ethics Committee subsequent to planning (Protocol no: 2014/69-145, Date of approval: 06 Agust 2014). All the patients gave informed consent.
Patients and data collection
Our study was designed as multicentral, descriptive, retrospective, hospital based epidemiological study.
The Western Blacksea region is ethnically homogenous and has a relatively stabilized population structure. The total population is 502,580 and it is a sufficient size to evaluate an incidence and prevalence of the population. All residents of the region receive necessary health care service free by the coverage of government. There is three centers for the management of IBD patients with an adequate equipment and gastroenterologist. Even if IBD is diagnosed outside the tertiary center, all IBD patients were referred to these centers from primary and secondary care health services for the management and follow-up because there are IBD trained specialists, IBD multi-disciplinary management team (radiologist, pathologist, surgeon, nurse, and psychiatrist) and electronical follow-up system only in tertiary centers. Also, IBD drugs can be prescribed by only gastroenterologists. There is convenient local public transport for the access to study centers. All data obtained from the patients filled as electronically and hard copy.
Total 223 IBD patients over 15 years old, diagnosed by a gastroenterologist according to clinical, endoscopical, radiological, and histopathological criteria based on European Crohn's and Colitis Organisation guidelines [25, 26] , and followed up between 2004 to 2013 in Gastroenterology outpatient clinics of Abant İzzet Baysal University, Bolu İzzet Baysal State Hospital and Düzce University, were recruited to study. Of these, 160 (71.7%) were diagnosed with UC and 63 (28.3%) with CD. All the patients with UC and CD over 15 years old followed up at least 3 months after the diagnosis were included the study. Exclusion criterias were IBD patients under 15 years old, intermediate colitis, mental retardation and no participation to study. All recruited patients were followed up at least for 3 months and the diagnosis was confirmed. It is presumed that the study covers all of the patients in the region as there is no other gastroenterologist to follow-up the IBD patients out of these three centers in this region and all of the suspected patients are referred to these centers.
Clinical and sociodemographical features, age of diagnosis and the place of birthwere recorded from the files of the patients. groups and gender were calculated. Also, the prevalence rate for urban and rural areas was determined.
Statistical consideration
The incidence rate was calculated by dividing the number of new cases to population under risk in that year. Values are presented as number (%). Values are presented as number (%). Values are presented as number (%). The
RESULTS
Sociodemographical features
The ratio of men was 56.2% and 66.6% for UC and CD respectively. The men/women ratio was 1.28 and 2.00 for UC and CD respectively. Though the men gender was predominant for both diseases, there was no significant difference between two groups (p = 0.727). The mean age was 46.1 ± 14.5 years in UC and 44.6 ± 15.1 years in CD (p = 0.498). Eventhough the mean age is higher in UC when compared to CD, the difference was not significant. Ninety-seven percent of patients were borned or populated in Western Blacksea region. Most of the patients were urbanite (63.5% and 58.1% for CD and UC respectively). Despite the rate of married patients were high in both groups, there was no significant difference between diseases (79.3% for CD and 87.5% for UC, p = 0.296). Demographical features of the patients were summarized in Table 1 . 18.25) increases in the incidence rates between the two periods for UC (p < 0.0001) and for CD (p = 0.0007), respectively. The increment of incidence of UC was more than CD. This increment in the incidence was higher in men when compared to women in both diseases (Fig. 1) . When the incidence rate in 2013 was evaluated by age; the highest incidence in UC was seen in 35 to 44 years (9.64/10 5 ). While the highest incidence was observed between 25 to 34 years in men, it remained unchanged in women (9.87/10 5 and 10.86/10 5 respectively). There was a second incidence peak in 35 to 44 years in male and 55 to 64 years in female. The highest incidence in CD was in ≥ 65 years (6.15/10 5 ). The highest incidence was in ≥ 65 years in men and it was in 45 to 54 years in women Table 4 ). The prevalence of CD was higher in urban population (rural 12.42/10 5 , urban 12.60/10 5 ) and, the prevalence of UC was higher in rural population (rural 36.17/10 5 , urban 29.31/10 5 ) ( Table 5 ). The mean annual incidence rate was higher in urban population when compared to rural population in both of diseases. Generally, the mean annual incidence was higher in men than women, except the rural population in UC. The mean annual incidence Incidence in rural population was increased faster than urban poulation in 10 years period in both of the diseases. So, the rural incidence was ahead of the urban incidence in the last 3 years period ( Fig.  2A and 2B ). Contribution of men to escalation of incidence was more than women and this contribution was more prominent in terms of rural incidence for 10 years course in UC. In case of CD, the incidence escalation was provided by men to a large extent ( Fig. 2C and 2D ).
Prevalence and incidence rate
Clinical features
Though the age of diagnosis was higher in UC, there was no significant difference (40.5 ± 14.2 in UC, and 40.0 ± 14.5 years in CD, p = 0.831). When evaluated by age, the mean age of diagnosis in men was higher than women, but the difference was not significant in both of the diseases (Table 1) . Both UC, and CD were most frequently diagnosed at the same age range (25 to 34 years). When men and women were evaluated separately, the most frequent age of diagnosis did not change (Fig. 3) .
DISCUSSION
In this study, the epidemiological features of UC and CD were evaluated in Western Blacksea region which has a homogenous population structure with a balanced distribution of rural and urban population. At the best of knowledge, there is no epidemiological trial after 2006 at this region. Our study is the first trial that evaluate the change of incidence of IBD in 10 years period.
The incidence and prevalence rate shows substantial differences in epidemiological trials that reported from different regions all over the world. While, the highest incidence and prevalence rates were reported from Canada and North Europe, the values were rather low in Asia. Incidence rate was reported as 0 to 19. [11, [27] [28] [29] . Similarly prevalence rate was reported as 4.9 to 505/10 5 in Europe, 37.5 to 248.6/10 5 North America, and 4.9 to 168.3/10 5 in Asia and Middle East for UC, and 0.6 to 322/10 5 in Europe, 16.7 to 319/10 5 in North America, and 0.88 to 67.9/10 5 in Asia and Middle East for CD [27, 30, 31] . In the previous studies from Turkey, incidence Blacksea region of Turkey in our study. In comparison, while the incidence values were observed similar to previous studies conducted in Turkey, the prevalence rates were significantly higher. On the other hand, whereas the incidence and prevalence values display a similarity to Asian population, they were rather low according to the Western community. This can be resulted from the specific genetic background, unability to develope the industry to the level of Western countries and even to be an agricultural country. Also it can be due to the limitations of the study as the incidence and prevalence rates could be underestimated because of the patients with mild disease who did not refer any medical unit, the misdiagnosed patients or the patients who followed up in another city.
On the other hand, even though the incidence of IBD is very high in Western communities, it demonstrates a stable course, even a recent decline particularly in incidence of UC [10] . As the increase of incidence is ongoing in Eastern communities, the difference between East and West is closing up [29] . An escalation of incidence is seen in Turkish community in line with the increasing rates of incidence and prevalence in Eastern communities. According to our results, the mean annual incidence of UC was 0.99/10 5 between 2004-2005 and, it increased to 4.87/10 5 between 2011-2013 during 10 years period. Likewise, the incidence of CD also increased from 0.45/10 5 to 2.09/10 5 . This rising trend show a similarity to the trend in Eastern communities [29] .
Microbial exposure, sanitation, occupational choices, dietary habbits, life style, medicines, industrialization and air-pollution were evaluated as potential environmental risk factors for IBD [32] . Exposure to environmental risk factors are increasing with the industrialization in developing countries particularly in Turkey. So, escalation of incidence rates of IBD is seen in more industrialized regions [7, 8] . Both the genetic factors, westernization of life style, industrialization and rising of the mentioned potential environmental risk factors can be the cause of the increased IBD incidence over 10 years period in Turkey.
As people grown up in urban area expose more environmental risk factors than the rurals in industrialized communities, IBD is experienced more frequently in urban areas [33] [34] [35] [36] . IBD incidence was found higher in urban areas when compared to rural in all performed trials [29] . Prevalence of IBD for urban and rural areas was evaluated only in two studies among the trials conducted in Turkey and revealed that both of the diseases have higher prevalences in urban areas when compared to rural [23, 24] . In our study, the prevalence was found higher in urban area for CD, and it was found higher in rural area for UC. When the mean annual incidence rate was evaluated, incidences of both diseases was found higher in urban area, consistent with the literature. When the escalation of incidence was evaluated for 10 years period of time, it is revealed that rising in rural was higher in distinct from the literature despite the incidence increased both in urban and rural areas. Even for the last 3 years period, escalation of the incidence in rural moved ahead of urban areas. The contribution of men to increased incidence is more than women particularly in rural area. Although there is no significant change in the population of our region, immigration from urban areas to rural may be the cause of this. On the other hand, westernization of life style and the popularization of convenience food, increasing number of plants in rural areas and the changing of occupational choices of people could contribute this result. The explanation for rising of incidence mainly in men can be the predominant role of men in active work life in rural areas. Women/men ratio was reported between 0.51 to 1.58 for UC and 0.34 to 1.65 for CD in previous trials [29] . An overall evaluation did not reveal any characteristic feature in terms of gender. In our study, though there was a men predominancy in both of the diseases, there was no significant difference between men and women consistent with the literature [29] . While the patients mostly diagnosed between 25 to 34 years old, prevalence peaked at younger ages (35 to 44 years in UC and 25 to 34 years in CD) in both of the diseases as distinct from previous studies [29] .
The overall increase of incidence in last century can be explained by the urbanization and increased exposure to environmental risk factors. However, increas-The Korean Journal of Internal Medicine Vol. 34, No. 3, May 2019 ing the awareness of doctors and community about the disease, attaining the opportunity to benefit more from the public health care service, crucial improvement in diagnostic methods recently and getting easy to reach colonoscopy can be the effective factors for the increased incidence in all world particularly in developed countries. Major limitation of our study, it is a hospital-based study. The patients with mild symptoms do not seek medical advise, consequently there are not any medical records. Because of that calculated incidence and prevalence rates were lower-estimated. There is a need of community based trials which can reveal the incidence and prevalence rates according to the relations between gene, environment and phenotype, in order to find out the key determinators of IBD in developed and developing countries.
In conclusion, the epidemiologic features of IBD for last decade was evaluated in Western Blacksea region. As well as the results are competent with Turkish literature, they confirm that Turkish population is resemble more likely to Eastern community in terms of IBD. In Western populations, though the incidence and prevalence rates stabilized in recent years, they are still very high. Although the incidence rates are going on to increase rapidly in countries that are not literally industrialized, developing countries like Turkey, they are still very low when compared to Western communities.
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